I.-GIRL, aged 4 years and 10 months. Recommended for tonsillectomy on account of snoring, frequent colds, complaints of earache and enlarged cervical glands.
coccus was isolated from the heart's blood and Dr. Griffith of the Ministry of Health kindly typed and classified it as type 1 scarlet fever streptococcus.
II.-Girl, aged 7 years and 4 months. Recommended for tonsillectomy on account of ear discharge, sore throats, frequent colds, and snoring at nights.
Operation.-Tonsillectomy the same day as in Case I (October 22, 1930) . Tonsils were noticed at operation to be enlarged and to show inflamed follicles, and the tonsillar glands were enlarged. The operation was performed without incident, and the following day all the symptoms of septicEemia developed, with high swinging temperature, rigor and blood and albumin in the urine, and the child died on October 24. Autopsy showed a condition exactly akin to that in Case I, though cultures were unsatisfactory, due possibly to the necessary delay in performing the autopsy. Subsequently we heard from the Medical Officer of Health for Barnes that the father and sister of this patient had developed scarlet fever at the same time.
Swabs were obtained from their throats and the presence of the same type of scarlet fever streptococcus as that found in the heart's blood in Case I was demonstrated. The children were not operated upon in succession, but lay next each other in the recovery room after operation. It seems probable that the patient in Case II had an early active scarlet fever throat at the time of operation and conveyed the infection to the patient in Case I while in the recovery room. The raw areas after operation would account for the rapid admission of the organism into the blood stream, since organisms can gain access to the blood-stream from a raw surface in less than five minutes.
It is possible that the small peritonsillar abscess in Case I was infected with the organism, and-that its opening at operation led to the septicomia in this case. It would, however, be much more unlikely for two cases to be infected with the same identical organism (e.g., type 1 hemolytic scarlet fever streptococcus) independently on the same day, and to die within forty-eight hours with identical clinical symptoms, than that one should convey the infection to the other. Now these two cases were operated upon in the Tonsil Clinic at Great Ormond Street, where the surgical conditions are as near perfect as possible. Every case is thoroughly overhauled, temperature taken and urine examined before operation. They are operated upon under deep ether aensthesia by a skilled surgeon and every tonsil is enucleated. After operation all cases are admitted to hospital.
If, then, such a tragedy as this can occur in such conditions, it makes one wonder if our attitude in recommending such large numbers of children for tonsillectomy is justified, especially since it is a matter of common knowledge that many operations are daily being performed with far less careful precautions.
The patients in the cases just quoted were recommended for tonsillectomy merely on account of catarrh, and would now be alive and well if no operation had been performed. I submit that our attitude towards this subject needs to be most seriously reconsidered.
[Drs. Feldman, Parkes Weber, E. W. Goodall and others took part in the discussion.]
CASES.
Schilder's Periaxial Encephalitis. History.-Normal until six months ago: (Previous illnesses: measles, pertussis, chicken-pox). Psychical abnormalities then developed gradually, child becoming spiteful, and laughing when corrected; then unduly sleepy and weak on his legs. One month later: frequency of micturition; great difficulty in walking; ankle-clonus and double extensor plantar response; failure of vision and hearing; bilateral ptosis. Condition has steadily progressed until the present time.
Present condition.-Unable to stand or walk; is blind, deaf and dumb; shows signs of fair intelligence when these sensory defects are penetrated, e.g., discriminates between individuals, articles of food, etc., and shows good memory.
Pupils moderately dilated, sluggish in reaction to light; double ptosis; complete blindness; fundi normal. Total deafness. Common sensation apparently normal. Tone, power, and co-ordination good in upper limbs. Abdominal reflexes absent. Legs possess some power, but are inco-ordinate and frequently show scissor spasm and spasmodic foot-drop. Knee-jerks exaggerated; plantar reflexes extensor. Incontinence. Cerebrospinal fluid: cells, 7 lymphocytes per c.mm.; no excess of protein; Wassermanrn and Lange reactions negative. Blood Wassermann reaction negative.
Comitmentary.-The case exhibits central defects of vision, hearing, and motor power, as well as psychical abnormalities. The onset of these symptoms occurred only six months ago and they are presumably due to simultaneous degeneration (demyelinization) in the white matter of the occipital, temporal, parietal and frontal lobes. The diagnosis, therefore, could scarcely be other than that of the subacute type of Schilder's periaxial encephalitis.
We are indebted to Dr. Borthwick, Medical Superintendent of the Northern Hospital, Winchmore Hill, for kindly allowing us to ,how the case. Double Hemiplegia following Diphtheria.-C. WORSTER-DROUGHT, M.D., and T. R. HILL, M.D.
J. C., male, aged 13 years.
History.-Admitted to the Eastern Fever Hospital, September 9, 1929, with severe attack of diphtheria; membrane on soft palate as well as on tonsils. Signs of cardiac weakness for about ten days. Nineteen days after onset of illness
